The evolution of critical care and mechanical ventilation has been dramatic and rapid over the last 10 years and can be expected to continue at this pace into the future. As a result, the competencies of the respiratory therapist regarding mechanical ventilation in 2015 and beyond are expected to also markedly increase. Respiratory therapists are expected to be the experts on the mechanical ventilator and all aspects of the application of mechanical ventilation. They will be considered consultants on all aspect of ventilatory support. This requires an expanded education in a number of areas. To achieve these levels of competency, as recommended by the third "2015 and Beyond" conference, the entry level education of the respiratory therapist of the future must be at the baccalaureate level.
Introduction
The profession of respiratory therapy emerged in the 1940s and 1950s. At that time the competencies required of a respiratory therapist (RT) were very different from those required today. 1 In fact, the title then used to refer to these individuals, oxygen technicians, reflects to a great extent the primary role of these clinicians. Most of the activities of these early RTs revolved around the delivery of oxygen therapy; moving oxygen cylinders, setting up oxygen tents and nasal oxygen "catheters." In addition, oxygen technicians administered aerosolized pharmacologic agents, performed pulmonary function tests, and performed blood gas analysis. Only on occasion were they involved in the provision of ventilatory support, but this was usually technical support. Over the years the role of the RT evolved in parallel with the development of medicine, in particular critical care. Most specifically, the maturing of the profession of respiratory care can be linked to the development of the mechanical ventilator and the application of mechanical ventilation. 2 Today the competencies required of the RT in the area of mechanical ventilation far exceed those of the oxygen technician of the past, and the competencies expected of the RT will continue to expand as we approach 2015. 3 In this paper the specific competencies required of the RT in 2015 and beyond will be addressed.
Respiratory Care in 2015 and Beyond
Over the last few years the American Association for Respiratory Care, through its "2015 and Beyond" task force, has addressed how the profession of respiratory care needs to evolve in order to meet the clinical demands that are being placed on the practicing RT. Though a series of conferences and subsequent reports this task force defined the changing role of the RT and the competencies needed by the RT. 1, 2, 4 The outcomes of these conferences define an RT who is educated at the baccalaureate level, who is the expert in respiratory care in all care settings, is an individual who is capable of educating others on the provision of respiratory care, and is viewed by the medical community as a consultant. This individual, as a result, must be highly competent in a number of areas ( Table 1) . First of all, they must be experts on the mechanical ventilator and the indications and pathophysiologies that lead to the need for mechanical ventilation. They must also be able to interpret laboratory data that affect the care of the mechanically ventilated patient and the pharmacology used to manage these patients, regardless of route of administration. They must be competent in the application of adjuncts to mechanical ventilation: aerosolized pulmonary vasodilators, prone positioning, and non-conventional forms of ventilatory support. In addition, they require a working knowledge of extracorporeal life support techniques. They must be knowledgeable of the evidence supporting the application of mechanical ventilation and capable of developing and implementing guidelines and protocols for the application of mechanical ventilation. They must be able to effectively communicate with all levels of clinicians. Depending on their specific practice, they must be basic life support, advanced life support, pediatric advanced life support, or neonatal life support certified and be able to manage artificial airways and perform those bedside monitoring techniques required of mechanically ventilated patients.
The Mechanical Ventilator
The RT of 2015 and beyond must be a technical expert on every aspect of the mechanical ventilator. They should be able to discuss all of the technical nuances of the mechanical ventilator. They should be able to compare the capabilities of one ventilator to the other. They should be able to discuss in detail the mechanism of action of all of the modes and adjuncts that exist on the mechanical ventilator. They should be able to discuss the monitoring available on the ventilator and the trending of data. The RT of 2015 and beyond should be able to address any question related to the technical capabilities of the mechanical ventilator. They should be the individual whom all other professions seek out when questions in this area arise.
Application of Mechanical Ventilation
The RT should be the individual consulted regarding all questions on the application of mechanical ventilation ( Table 2) .
Modes of Ventilation
Mechanical ventilators are no longer simple devices with only few approaches to ventilatory support. Today venti- Intellivent differ, and their individual advantages and disadvantages will be essential competencies of the RT. 5, 6 Because of the increasing complexity of future mechanical ventilators, the RT will be expected to be the individual capable of addressing questions regarding modes during daily rounds.
Initiation and Adjustment of Mechanical Ventilation
Increasingly, ICUs are implementing standard order sets, guidelines, and protocols for the management of mechanical ventilation that empower the RT to select the mode of ventilation and determine how specifically mechanical ventilation is applied. 7, 8 This empowerment requires that the RT is knowledgeable of the pulmonary and cardiovascular implications of the particular approach and have the ability to rapidly indentify problems or lack of efficiency and make the appropriate adjustments. This independence in the application of ventilatory support requires the highest level of competency of the RT.
Disease-Specific Management
The independent management of ventilatory support by protocols, guidelines, or standard order sets requires that the RT be competent in managing patients presenting with varying pathophysiologies. Specifically, they should be able to adjust ventilatory support to match the unique requirements of patients who present with the ARDS, COPD, and asthma, as well as the routine postoperative and trauma patient or patients with pulmonary or surface burns and the patient overdosing on a pharmacologic agent. In order to do this they must have an in-depth understanding of the evidence that supports the application of mechanical ventilation in these specific settings.
Analysis of Ventilator Waveforms
Every ICU ventilator on the market displays waveforms of pressure, flow, and volume. The primary reason for these waveforms is to determine if the patient is ventilating in synchrony with the ventilator 9, 10 and if the application of ventilatory support is within the physiologic limits that will minimize the likelihood of developing ventilatorinduced lung injury. The RT has to be knowledgeable of the limits of ventilatory support and competent in identifying, via waveform analysis, patient-ventilator asynchrony, since asynchrony has been associated with patient outcome. 11, 12 In addition, the RT should be capable of modifying ventilatory support such that auto-PEEP is limited, flow asynchrony is minimized, and trigger and cycle asynchrony is eliminated, and to determine when mode asynchrony is present and which modes are appropriate alternatives.
Monitoring of Mechanical Ventilation and Airway Management
Since all mechanically ventilated patients have the potential of developing hemodynamic instability, the RT must have a detailed understanding of the expected response when mechanical ventilation is applied, and of the approaches used to maintain hemodynamic stability ( Table 3) . Monitoring of respiratory and ventilatory function of critically ill patients has expanded greatly in the last decade. Not only must the RT be competent in the analysis and interpretation of blood gases, but they should be able to analyze and interpret dead space and shunting as well as exhaled CO 2 . Competency in both end-tidal and volumet- ric CO 2 analysis is a must. Bedside assessment of compliance and resistance is expected in all ventilated patients, but in addition the RT must be competent in esophageal manometry, and assessment of work of breathing, pressure volume curves, oxygen consumption, metabolic rate, and noninvasive techniques to assess cardiac output. The ability to perform endotracheal intubation, insert arterial lines, and provide bronchoscopy assist are key competencies of the RT. The RTs of 2015 and beyond must also be competent in the management of both endotracheal tubes and tracheostomies. They should be able to select tracheostomy tubes specific for a given patient and be able to replace and manage the variety of tubes that are commercially available, as well as determine when speaking valves are indicated and tracheostomy tubes can be removed.
Pharmacologic Agents and Laboratory Data
All critically ill patients receive a variety of pharmacologic agents. Since many of these agents directly or indirectly affect respiratory function, the RT must have an in-depth understanding of these interrelationships. They must understand the effect sedatives and narcotics have on ventilatory function and appreciate the impact that these drugs have on the development of delirium and outcome of critically ill patients.
RTs must be able to assess the need for the various categories of agents administered by aerosol and be competent in all of the new administration technology. Critical care RTs must also understand the results of various laboratory analyses and the impact of abnormal findings on respiratory and ventilatory function. RTs should also be able to perform basic interpretation of chest x-rays.
Communication and Teamwork
The key to collaborative function of any clinician in critical care is effective communication and teamwork. The RT is a primary component in the management of critically ill patients. As such they need to actively communicate with all caregivers in this setting. The RT should be presenting the respiratory/ventilatory status of the patient during rounding. They should be an integral part of establishing the daily care plan for patients. The RT should be able to effectively argue for a specific approach to ventilatory support and always function as a patient advocate. Communication is an essential competency of the RT in the management of the mechanically ventilated patient.
Understanding what is expected of a team member and being able to function as a team leader are also key competencies of the RT in critical care. Today's critical care unit is run by a team, each member having a unique area of contribution to the function of the team. Decisions should normally be made only after each member of the team presents their specific perspective and the pro and cons of specific topics are discussed in detail. RTs are also expected to be team leaders regarding certain aspects of patient care, coordinating weaning of a difficult patient, management of a difficult airway, and selection of a new mode of ventilatory support for a specific patient. Competencies in the area of teamwork and collaboration are key to the optimal function of the RT in the management of mechanically ventilated patients.
Adjuncts and Nonconventional Approaches
Adjuncts to mechanical ventilation have had varying levels of success. However, all are still being actively researched because of the high mortality of subgroups of patients requiring ventilatory support ( Table 4) . As a result, the RT must be competent in the areas of aerosolized/ inhaled pharmacologic agents affecting the pulmonary vasculature, the use of prone positioning, and the various forms of high-frequency ventilation. Numerous drugs administered via the respiratory system affecting the pulmonary vasculature are now available. These drugs were first used in ARDS but now are increasingly used in patients with cardiac disease, especially during the postoperative period. 13, 14 The RT must be competent in the pros and cons of use of individual drugs as well as the various approaches to administering these drugs.
Prone positioning has been promoted in the management of ARDS and recent meta-analyses indicate that prone positioning affects outcome in very severe ARDS. 15 Thus, the RT must be competent in the selection of patients potentially benefiting from this approach and the actual positioning of patients.
The use of high-frequency ventilation techniques for the management of severe respiratory failure is highly controversial. [16] [17] [18] However, since this is a hotly debated approach to ventilatory care, the RT must be knowledgeable of the pros and cons associated with its application and the results of randomized controlled trials. They also should be competent in the technical/clinical application of highfrequency ventilation if used in their institution.
Extracorporeal life support (ECMO) is also a hotly debated approach to the management of the patient with ARDS, 19,20 but ECMO is increasingly being used in patients with various forms of heart failure, patients awaiting 
Understanding the Evidence
In order for the RT to function in the role described, they must be capable of understanding and critiquing the increasing volume of evidence published regarding mechanical ventilation. In order to do this they must have a general understanding of research techniques and statistical methodology. Ongoing clinical forums discussing new literature should be available for all therapists. During rounds the RT should be able to discuss the nuances of newly published literature regarding mechanical ventilation.
Certifications
Certification is available at many levels, and increasingly clinicians are being expected to demonstrate their competency by becoming certified. Specifically, all RTs who work in an ICU should be both basic life support and advanced life support certified. If working in a neonatal or pediatric ICU, neonatal life support and/or pediatric life support certification is a must. In addition, the RTs in 2015 and beyond will be expected to demonstrate their competencies in critical care by being certified as neonatal/pediatric or adult critical care specialists by the National Board for Respiratory Care.
Being a Consultant
The expectation of RTs providing ventilatory support in 2015 and beyond is that they will function as consultants. They will be considered the experts in mechanical ventilation and should be regularly asked their opinion on how to manage the ventilatory aspects of patient care. Essentially, the expectation will be that if no one is interested in your opinion, you will be considered unnecessary. The RT should be considered by all as the expert in mechanical ventilation and regularly asked at rounds and team meetings to state their opinion on how care should be provided.
Evidence Supporting This Role
As part of the third 2015 and Beyond conference, questionnaires were sent to directors of respiratory therapy educational programs 22 and directors of departments of respiratory therapy. 23 The results of these surveys support the described role of the RT in mechanical ventilation. However, not all programs provide education in all of the areas described or at a level to ensure competency. The time available in the typical associate degree program is simply insufficient to ensure that all graduates have obtained these competencies. It is because of the expectations of the medical community and the limited time for education at the associate degree level that the 2015 and Beyond task force recommended that all educational programs in respiratory care be transitioned to baccalaureate degree granting programs by the year 2020.
A very disappointing aspect of the entire 2015 and Beyond process was the response of the directors of respiratory therapy departments to the surveys. Surveys were sent on multiple occasions to the American Association for Respiratory Care members list of directors and managers of respiratory therapy departments, and the response rate from this group was 28%, compared to a response rate of 80% from directors of respiratory therapy educational programs.
Summary
The role of the RT and, as a result, the competencies of the RT in all aspects of patient care, but especially mechanical ventilation, is expected to expand in 2015 and beyond. This expanded role can be best defined as an expert consultant in the provision of mechanical ventilation. In order for the profession to be able to train the new generation of RTs for this role, the educational programs in respiratory care need to expand to the baccalaureate level, as recommended by the third 2015 and Beyond conference. 4 et al. Kacmarek: I don't know if that's true. You know, the older we get, the more we think we know and the less we think new graduates know. The reality is that the new graduate today knows a lot more than we did when we entered the profession. And 20 or 30 years ago, when a similar group sat here, they probably said the same thing: "There's nobody coming after us to take our place, and where are all the young people?" There are people out there, but I don't think there are enough of them. I don't think we always attract the right individuals into respiratory care, and that's partly because of the entry-level academic credential of the profession. When you talk to your children about their future profession, is respiratory therapy ever a part of the discussion? When I talk to my children, my expectation is that they will get at least a baccalaureate degree. With a profession that has as its entry level an associate degree, it eliminates a lot of students whose goal is a profession that requires a baccalaureate degree. You don't see school guidance counselors even talking about respiratory care, because it does not require a baccalaureate at the entry level.
I believe we have problems at the respiratory therapy department level, and I'll say it, since I'm one of that group, many respiratory therapy department directors are not as interested in improving the quality of care as they are in maintaining the fiscal viability of their departments. They're not focused on quality; they're only focused on financial issues. Now, obviously, that's a generalization that doesn't fit across the board, but only 27% of the directors of respiratory therapy programs provided input into a very important survey that will help determine the future of respiratory care. What happened to the other 73% who chose not to even participate in that process? I think we have problems at multiple levels. I think we have problems with the educational entry level that eliminates good people, and we clearly have problems in our current leadership at the hospital level, and that needs to be improved.
Branson:
Chris Blakeman has worked with me now in the department of surgery for the past 5 years, but up until Chris, all the people I worked with closely-and I would consider some people I mentored-all of them either work for industry, went into medical school, or became PAs [physician assistants], perfusionists, or CRNAs [certified registered nurse anesthetists]. That's part of what the educators seem to be fighting: how important it is to have a bachelor's degree and create an advanced degree, because we lose a lot of the best people due to just financial reasons. There are just so many academic jobs that provide a reasonable living, and I think that's really important and gets lost. We lose so many people from the profession because the only upward career pathway is into administration. There are no advanced practice RTs.
Kacmarek:
One of the problems with salaries is those we are compared to! I'm frequently sitting next to physical therapists with PhDs at entry level, occupational therapists with master's degrees at entry level, or speech/language pathologists with master's degrees or PhDs at entry level. All those people have a much higher academic entry point than RTs. As a result, we're at the end of the line.
MacIntyre: Let me switch from the entry level to the top. I think that the profession as it's constructed right now has a ceiling above which you can't go without leaving the profession and doing something else. But at Duke we've built a huge new bed tower with a bunch of new ICU beds and we're running around like chickens with our heads cut off trying to figure out how to staff it. An obvious staffing model would be a PA-RRT. I can think of no better entry level for a PA than the RRT to move into an ICU and be an independent practitioner. It seems to me the next step for the respiratory care profession is to create independent practitioner licensure by the states, just like the physical therapists, occupational therapists, PAs, and CRNAs to provide independent care. Rather than count somebody who goes to school for PA as lost to the profession, instead somehow make it possible that they're still within the profession. I know there are a bunch of RTs who would love to see independent licensure for advanced level RTs.
I think it's a terrific idea, but it's going to be a huge uphill battle to get state legislatures and all the things that need to go into place to get licensure for independent practice. Why not somehow partner with the PA system that's already in place, already grants a master's degree, and in all 50 states can get a license? Rather than consider them lost RTs, consider them RTs who have broken through the ceiling and can provide independent expertise. In my ICUs I have about 10 RTs who'd be terrific if I could get them to be independent practitioners.
Kacmarek: You could retire!
MacIntyre: With a PA licensure they could damn near run my ICUs.
Kacmarek:
The problem is that too few individuals are entering the profession with the capability of moving in the direction Rich described, because our entry-level requirement immediately makes them choose another profession.
MacIntyre: Oh, I realize it will be few.
Because of the current entry-level criteria. One of the arguments against requiring a baccalaureate degree is that we'll have nobody applying to respiratory therapy programs. I disagree with that entirely; a baccalaureate entry opens up a broad spectrum of high school graduates who would never have considered respiratory care because of its associate's degree entry, as opposed to a baccalaureate. Today we have 54 baccalaureate level respiratory care programs and 3 quasi-master's respiratory care programs. They're master's programs that provide a degree, but they're not clinically oriented.
MacIntyre: I'm not arguing with you on the entry-level part of it. It just seems to me that the respiratory care profession would have more attraction if our superstars had an avenue to proceed through that ceiling.
No question. We can even look at the fact that if we had baccalaureate entry, why couldn't we have advanced level RTs with master's degrees, like nurses do? They're your PAs by virtue of their educational level. It opens up the opportunity for upward mobility to a much greater extent. I agree with Rich that, unless you move into education or management, the profession doesn't have a mechanism for upward advancement.
MacIntyre:
One last pitch for the American Respiratory Care Foundation here. One of the topics on their agenda is focusing the scholarship program away from associate level scholarships and consolidating them into really meaningful advanced degree scholarships. I think the advanced degree scholarships should have licensure attached, to allow breaking through that ceiling and into a clinical leadership role.
Kacmarek: Agreed.
Kallet: I would like to offer a counter viewpoint or a cautionary viewpoint on this. These discussions are extremely important, and I have a tremendous amount of sympathy for what's been said. However, in the context of a shrinking middle class, I think back to my own roots. I entered respiratory therapy as a teenager in Syracuse, New York, during the deep economic recession of the 1970s, when my dad was unemployed. An associate's degree was something doable and attainable. The model at Upstate Medical Center was extremely good: it was a "two-plus-two" program. You got in, you got great associate's degree level training, and then the upper division course work was advanced respiratory care. There was the option of supporting yourself while working towards a bachelor's degree.
Parenthetically, in northern California, the RT graduates we've hired from our community college programs have been great. They're bright, well prepared, and a joy to work with. They're ready for us to train them into the much more advanced role we need them to take on. But a lot of them do not have the economic means to go through 4 years of college in one bite. They're not from upper middle class or solid middle class families. They're kids, a lot of them from immigrant families, working to get into the middle class.
While I totally understand where the profession needs to go, and if we try we can get the profession to where it needs to be, but to move it to a baccalaureate program where all you're doing is saying the kids need 2 years of basic college education, then they get the associate's program core courses in the last 2 years . . .
Kacmarek:
You said that: I didn't say that.
Kallet: OK, but in a lot of the baccalaureate programs I'm aware of it's not really advanced respiratory care. The training I went through when I went back and got a baccalaureate was advanced respiratory care, advanced biology and chemistry-subjects that made me a better professional: education, management, and research. If it goes that way, fine, but I think if the idea is to get this up to a level where all we're really doing is saying, "Go to a community college for 2 years and do the basic science and liberal arts, and then do 2 years of core respiratory care curriculum that's basically an associate's level degree," we're going to limit a lot of very bright young people who could enter the middle class and the profession without appreciably advancing their knowledge base.
We are going to change the demographics of who enters the profession, there's no question. But the creativity associated with developing a baccalaureate program is unlimited. Nobody is proposing a restriction that will make it all private 4-year colleges that offer baccalaureate programs at $50,000 a year. Many states will allow associate-degree-granting community colleges to develop a baccalaureate degree.
Florida has several schools that are in the process of moving from associate programs to baccalaureate programs. You can structure it any way you want. But we need to "bite the bullet" and accept that by some date we must start requiring baccalaureate degrees. And that at some later date all the associate degree programs have to become baccalaureate programs. Nobody is saying this is going to be done overnight; it has to be a reasonable transition. I have sympathy for what you're saying, but I also agree with Rich Branson that we need a better quality individual who is motivated to the levels he referred to; otherwise, the profession will not grow and develop: it will eventually die.
Kallet: I agree with that. I think it's a matter of how it's done. And I think the idea of still allowing people to come into respiratory therapy with an associate's degree, but with a contract expectation that, once they can earn money, they will continue their education and get a bachelor's degree . . .
There has to be a point in time where we have to "bite the bullet." We have to grow as a profession. Eventually, we have to say it has to change and everybody entering respiratory care has to be educated at a higher level.
Turner: Another issue is the importance of collaborative interdisciplinary education. I think that more and more we're moving towards trying to get all trainees to learn together earlier in their training. As an example, we have our pediatric critical care fellows shadow the RTs and the nurses early in their fellowships, to foster an interdisciplinary approach to their education. With improved collaboration, both education and patient care are enhanced, which is particularly important in the ICU environment, where teamwork is crucial.
Kacmarek: I agree. I think the ICU does it better than any other aspect of in-patient care, because of the nature of the work and the type of professionals who are there. There's a more collaborative attitude in most ICUs, so we can be the model for collaborative education in other parts of the institution.
Branson: I understand that the real issue is that we need to develop these educational constructs for people to grow within the system. Is there any advantage in funding internships? An internship at Massachusetts General Hospital for 6 months or a year? An internship at San Francisco General for a year? The question is, what kind of piece of paper do you get when you're done? Ideally, you'd get this wealth of experience and we'd be pushing these people out of the nest to hopefully fly to other places and create similar programs at other hospitals.
Kacmarek: You could do that. But it takes a long time for somebody to get acclimated to an insane asylum like our place. By the time you're acclimated, you're half way through the internship. I would be more in favor of funding other institutions who have the capability of moving to the level that we, and Duke, and the Mayo Clinic, and other places are, to assist them so that their departments become what our departments are.
Marini: Bob, do you agree with this historical perspective? One of the big reasons people aren't considering respiratory care is not only that energy has been sapped out of it by the business interests of the hospitals, but also that the doctors are no longer at the bedside. The mentors I learned from, Hudson and Pierson, were excited about physiology, which is no longer very well taught to our medical students.
The physiological intrigue of being an RT seems to have dissipated some, too. A lot of our RTs seem to have limited interest or encounter trouble with the waveforms, the interpretations, the reasons behind why the patient fails. They'll have an opinion as to why a patient failed a weaning trial or need support, but the physiological understanding has eroded because the medical profession has allowed physiology to take a back seat to statistics and evidence-based medicine. And doctors are more interested in getting on with their next patient than in mentoring someone who is not really well prepared to receive the information.
The whole field of medicine has changed radically, and not always for the better, in my opinion. You still have to use physiology to extricate the information and unravel the knot that most patients present. I think we have a great and dedicated group of RTs at my hospital, but even our RTs are often too busy applying treatments and documenting observations to ponder what might be happening underneath it all, and their high workload makes them eager to move on to the next patient. They cannot be with us on rounds much of the time. We try to educate them, but the culture has changed.
A certain culture in the respiratory therapy department has to be promoted to allow that to happen. If I went into any ICU and asked the RTs if they are on rounds 100% of the time, the answer would be no, because they may have 6 or 7 patients, and this patient's tube needs to be re-taped, this is happening here, and that's happening there, so they get pulled away from rounds. They're not 100% on rounds because it's impossible, because of critical problems. But I agree that physiology is not taught to the level it should be. And the kids coming out of respiratory care schools do not understand physiology to the level they should.
But it's also important to remember the difference in our expectations of an associate degree graduate 20 years ago, compared to today. We expect that person to know a lot more than we did 20 years ago, but we haven't expanded the time and opportunity for them to learn it, so I can't expect them to come as prepared as I would like. We spend 3 months with them. Dean and I do one-on-one lecturing; Dean does workshops with them on how to start NIV. We do a lot of one-on-one education to train them to be the RTs we want at the bedside.
Branson: I agree with both of you. I grow tired of bedside caregivers telling me they made a change because they felt like the patient would do better-with no physiologic evidence or basis in the literature. I hear things such as, "I felt like ATC [automatic tube compensation] was a good idea on this patient during the spontaneous breathing trial, because he has a smaller tube." I don't know where the problems reside, and so I don't know how to fix them. I think this is a great opportunity for the profession, but I'm not sure how we move forward.
Giordano:
* I agree with everything that's been said, but eventually we have to put our feet on the ground and not be floating 30 feet in the air. I offer a couple things to think about. First, I think there's an inevitable move toward requiring RTs to get at least a baccalaureate degree. We already have over 50% of our members with at least a bachelor's degree. Could this be because they found that with an associate's degree their education was wanting?
I think a critical event that will shift this paradigm is the bill 1 we're pushing to get RRTs who have baccalaureate degrees to work under Medicare Part B, as employees of physician practices. They will not bill independently; they'll be salaried by the practice. But they'll be able to see patients with chronic lung diseases and provide disease management in the physician's office without having to make an appointment with the physician. That will push even more people to acquire those grounding communication skills. It will happen, and it will drive change.
Regarding capacity, the RT profession has a burn rate of approximately 8,000 people per year, so we have to graduate that many per year. As you mentioned, we have approximately 55 baccalaureate degree programs and 3 graduate programs, but they're not filling up their classes. Another survey we conducted as part of the 2015 and Beyond initiative was to ask allied health teams whether they have what they need to develop respiratory care baccalaureate programs. We had only one positive response. That survey will be repeated with a predicate of this baccalaureate requirement to work in offices, and I think that will change then.
What it comes down to is the market. Bob mentioned this in regards to Florida, which I believe a couple of years ago changed its laws to allow * Sam P Giordano MBA RRT FAARC, Publisher, RESPIRATORY CARE, Irving, Texas. community colleges to offer baccalaureate degrees. This was done not because the educators and professions got together: it was because, across all occupations and professions, the employers said to the education system that the graduates are not adequately educated and you need to step it up. Everything is market-driven. Until every department head has a baccalaureate degree as a prerequisite, you will not necessarily have everybody with a baccalaureate degree.
Case in point: nursing has been advocating for baccalaureate-trained nurses for at least 3 decades, but over 50% of nurses in the workforce are associate-degree prepared, because that's what the marketplace accepts. When we change the marketplaceand many of the things that were discussed at this conference will feed into that-we will see this change, this evolution. We'll then be able to show that it's a sound business model for educators and universities to create baccalaureate programs.
One final point: a bit of a caution is indicated from the experience of our friends the physical therapists. A funny thing happened on the way to doctoral degrees, which is that all of a sudden there developed a physical therapy assistant, and guess where they're getting educated? At community colleges, and getting associate's degrees. So, whereas once there was, especially in hospitals, a team of, say, 20 physical therapists, now there may be 5 physical therapists and 15 physical therapist assistants. I don't know whether this will boomerang on us in a similar way, just because of the higher critical thinking that's going to be demanded in the future, but I would not necessarily hold that up as a road we want to go down. Certainly it's a design we've learned from.
Kacmarek:
We're not asking for PhD entry, we're asking for baccalaureate entry. And if you allow the market to drive itself, we will all be dead before any change is made. It seems to me that we can do what's necessary to make change occur without damaging the workforce or entry into the workforce. Nobody has asked for this to happen tomorrow; what we are asking for is to start setting solid deadlines for things to change.
In Massachusetts we're working with 2 community colleges, and we believe we'll be able to go to baccalaureate degrees in community colleges in Massachusetts, like they have in Florida. Increasingly, I think we'll see that same thing happening in multiple states, because, as you said, it seems to be the right thing to do to properly educate people for various professions. Why can't we say that, 10 years from now, you can't develop a new respiratory therapy program unless it's at the baccalaureate level, and 20 years from now that all associate degree programs have to change to baccalaureate? That's easily enough time for the profession to acclimate to the changes that are being demanded of us to survive.
Giordano: I agree, but we have to make sure there's enough education capacity out there. We've got some university deans to talk to.
Sure, but I also think that we make a bigger deal about the manpower issues than is real. In the northeast we have many RTs who don't have jobs. This year's graduates from respiratory therapy programs in Massachusetts, Rhode Island, Vermont, New Hampshire, Connecticut, and Maine can't find jobs. I've had 50-70 applicants for just a couple openings. We have lists of people who cannot find work in respiratory care in the northeast. I realize there are pockets throughout the United States where there are deficiencies, but I'll bet that, globally, recently that's changed a lot and that we have an excess of RTs.
